A LARGE SUBCORTICAL TUMOR OF THE OCCIPITAL 
LOBE, PRODUCING RIGHT-SIDED HEMIPARESIS 

AND RIGHT HOMONYMOUS HEMIANOPSIA, TO¬ 
GETHER WITH WERNICKE’S PUPILLARY IN¬ 
ACTION SIGN AS A DISTANCE SYMPTOM. 

By F. X. Dercum, M.D. 

H. B., boy, about twelve years of age ; colored. Examined 
November 14, 1900, with Dr. Melvin Franklin. 

Family history: Father died of tuberculosis. Mother is 
healthy. Patient has two younger brothers and one sister 
who are all healthy. Mother had two still-born children sub¬ 
sequent to the birth of the patient. 

Personal history: Was rather delicate as a baby. Did not 
learn to talk as rapidly as the other children, but talked very 
well before the beginning of the present illness. Was a very 
bright child. When two years of age had whooping-cough 
and cholera infantum. Later had chicken-pox. Five years 
ago he suffered from an attack of measles. Two years ago 
he suffered from an attack of diphtheria. 

Three years ago, that is one year before he had the attack 
of diphtheria, he had early one morning a sudden attack dur¬ 
ing which he lost for a few minutes the power of speech and 
the power of movement in the right hand. Dr. Franklin, who 
was called, saw him twenty minutes after the attack came on, 
but by this time the symptoms had entirely disappeared. He 
was mentally perfectly clear and nothing was noticed subse¬ 
quently until the fall of 1899. He began to complain of his 
eyes and also of headache. His vision was corrected by 
glasses, but the headache was not relieved. The headaches 
continued until the spring of 1900. In the fall of 1899, it was 
noticed by his teacher that his hand-writing was deteriorat¬ 
ing and that he was doing his work badly. Since that time it 
has been noticed that his right hand was becoming weak and 
that in dressing or feeding himself he had increasing difficulty 
in the use of the right hand and arm. A little later it was 
noticed that he began to limp in his walk; he slightly dragged 
the right foot. It was also noticed that he did not speak as 
plainly as before. 

Present condition: Station with eyes closed reveals no un¬ 
usual sway. Stands well upon his left leg alone but with con¬ 
siderable difficulty upon the right leg. In walking he distinct¬ 
ly drags the right leg. The right arm is carried in a semiflex- 
ed position, the left arm hangs in the normal manner. The 
movements of the left arm are in every way nor- 
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mal. The movements of the right are feeble and not 
well co-ordinated. The arm is raised above the head with 
some difficulty. Flexion and extension of the right forearm 
are performed in a jerky manner. Is unable to fully extend the 
fingers of the right hand. Examination of the right arm also 
reveals it to be slightly spastic. There is slight resistance 
to passive movements. No resistance whatever is present 
in the left arm. The grip of the left hand registers 30 with 
the dynamometer; that of the right hand only 22. Distinct 
drooping of the right angle of the mouth is also noted. 
Asked to show the teeth, the left angle of the mouth is re¬ 
tracted normally, the right angle of the mouth but slightly. 
There are no anomalies of the upper half of the face nor of 
the muscles of the eyes. There is evidently present a pare¬ 
sis of the lower half of the right side of the face. The left 
knee-jerk is absent; the right knee-jerk is plus. However, 
there is no spasticity of the right leg as compared with the 
right arm. The tendon reactions are present in the left arm 
but they are feeble; in the right arm the tendon reactions are 
present and exaggerated. There are nowhere present any 
sensory losses. The right forearm and hand are cold as com¬ 
pared with the other extremities or with the trunk. No 
aphasia is present. The patient has perfect command of 
words, but does not pronounce them very distinctly. He un¬ 
derstands everything that is said to him, he is able to read 
both written and printed words and sentences and can also 
write, though the writing, because of the paresis of the right 
hand, is irregular. There is no astereognosis. Mentally the 
child is perfectly lucid but complains of headache and is emo¬ 
tional and tearful. There is no involvement of the sphincters. 
There has been no history of vomiting or of vertigo. 

The eyes were examined by Dr. Samuel J. Gittelson. “The 
pupils are very much dilated, about five mm. in diameter. Re¬ 
act rather sluggishly to strong light and respond very feebly 
to accommodation. The discs look somewhat paler in tem¬ 
poral side. Around the larger blood vessels, coming out of 
the disc on the temporal side, are visible very broad white 
lines, as if due to proliferation of connective tissue. Around 
the smaller terminal arteries are visible a few fine hemor¬ 
rhages, and in one spot in the right eye is present a hemor¬ 
rhage five mm. in circumference. The terminal arteries pre¬ 
sent a slightly beaded condition, phlebectasis; this is not 
seen about the larger vessels. No optic neuritis can be de¬ 
tected. There was present also a right homonymous hemi¬ 
anopsia. Wernicke’s symptom was sought for but was not 
found.” 



TUMOR OF THE OCCIPITAL LOBE. 457 

The diagnosis of a brain tumor, situated in the left occipi¬ 
tal lobe and probably subcortical, was made. No opinion 
was ventured as to its nature, though the patient was placed 
upon full doses of the iodide of potassium and mercurial in¬ 
unctions. 

Re-examination, on December 7, 1900, with Dr. Franklin. 
It is found that there is now present decided ataxia in the 
movements, not only of the right arm, but also of the right 
leg. There is also present a slight hypesthesia of the entire 
right side of the trunk, right arm and right leg. This hypes¬ 
thesia appears to be more pronounced over the right forearm 
and hand. It is, however, merely a hypesthesia and not an 
anesthesia. The existence of right-sided homonymous he¬ 
mianopsia was again confirmed and in addition at this exam¬ 
ination, the presence of Wernicke’s symptom was repeated¬ 
ly demonstrated. 

Because of the undoubted presence of Wernicke’s reac¬ 
tion at this examination, the diagnosis of a deep subcortical 
brain tumor in the left occipital lobe was made. 

Re-examination on December 12. It is found that there 
is now present a marked general weakness. The boy no 
longer suffers from headache but has persistent insomnia. 
The right arm and leg are somewhat weaker than before and 
very much more ataxic. Otherwise there is no change in the 
symptoms. Owing to the general condition of the boy, the 
examination was not prolonged. 

He finally died on December 20, 1900, under the care of 
Dr. Franklin. Death was not preceded by convulsions, but 
merely by an increase in the general weakness, by gradual 
mental impairment, and several hours before death by un¬ 
consciousness. An autopsy was made on the following day 
by Dr. Franklin and Dr. Daniel J. McCarthy. 

As soon as the calvarium was removed, it was noticed that 
the brain bulged considerably in the left occipital region as 
though it had been under pressure. When the brain was re¬ 
moved, a large hard mass could be distinctly felt lying deep¬ 
ly within the occipital lobe. It could be easily made out 
there through the lateral and mesial surfaces. The brain was 
subsequently hardened in formalin and the exact situation of 
the tumor ascertained by horizontal sections through the 
left hemisphere. There was found a hard yellowish-white tu¬ 
mor, oblong and irregular in outline, 1.2 cm. below the lateral 
surface, 3 cm. from the apex of the occipital lobe, from 1.4 
to 3.5 cm. below the mesial surface and 3.5 cm. from the basal 
surface. It was 7.4 cm. in its antero-posterior or longest diam¬ 
eter and 3.5 cm. in its greatest width. From its situation it 
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had evidently destroyed the fibers of the optic radiation. It 
did not, however, involve the optic thalamus or the quad¬ 
rigeminal bodies. Its proximity, however, to these structures 
was such that they were probably influenced by pressure, and 
it is extremely probable that the Wernicke’s symptom ob¬ 
served upon one occasion in this case was a pressure symp¬ 
tom. The fact that it had not been observed at an earlier 
examination is, of course, of significance in this respect. The 
hemihypesthesia and hemiparesis of the right side were evi¬ 
dently due to slight involvement and pressure upon the pos¬ 
terior limb of the internal capsule. 

A microscopical examination of the tumor by Dr. McCar¬ 
thy revealed it to be a tuberculoma. 



